Background {#Sec1}
==========

The increasing prevalence of childhood overweight and obesity in the last three decades \[[@CR1]\] has reached 26% in boys and 22% in girls in Europe \[[@CR2]\]. There is an emerging area of research that focuses on the role of parents in influencing energy-balance related health behaviours (EBRBs) and thus weight status of their children \[[@CR3]--[@CR12]\]. A recent meta-analysis concluded that overweight prevention interventions including parent participation are more effective in maintaining a healthy body weight of child and adolescent participants than interventions without parental involvement \[[@CR13]\]. But the role of parents in helping to control childhood overweight is multifaceted and complex \[[@CR14], [@CR15]\] and not all studies found an association between parenting and child weight \[[@CR9]\]. The discrepancies found between parental practices and child's weight status in previous studies may be explained by an interaction between general parenting style and specific parenting practices \[[@CR9]\]. But it may also reflect the limitations of using self-report measures of weight-related behaviours and practices \[[@CR15]\]. Unfortunately, there is no gold standard for measuring parental practices and limited information is available on psychometric properties of existing questionnaires on parenting practices \[[@CR16], [@CR17]\]. However, reliable and valid measures of parental practices are vital in understanding the "mechanisms" that link parental practices to health behaviour and weight status of children.

Child-reported and parent-reported measures are susceptible to recall bias and socially desirable answers. Parents may be more prone to "social desirability bias" compared to children \[[@CR18]\]. On the other hand, children have limitations in general cognitive competencies making it more difficult for them to accurately recall past activities \[[@CR18]--[@CR20]\]. Furthermore, perceptions about parental practices may vary between children and parents \[[@CR5], [@CR18], [@CR21]--[@CR27]\]. Both, parents and children may therefore provide unique perspectives on their relationship and the home environment. Most studies that looked at agreement between parent and child reports regarding parental practices assessed practices related to dietary behaviour such as availability and accessibility of fruit, vegetables or soft drinks at home or the frequency of joint family meals \[[@CR18], [@CR22]--[@CR25], [@CR27]\]. To our knowledge only one study looked at parental practices regarding physical activity and sedentary behaviour (i.e. familial support on child's physical activity or TV use), which had a limited number of parent--child dyads (n = 73) \[[@CR21]\]. In general, agreement was dependent on the age of children \[[@CR25], [@CR26]\] and was higher when parents had a higher educational level \[[@CR26]\]. Until now, little is known about other factors potentially influencing agreement and reliability and validity of parent and child-reported measures of parental practices.

Parental practices vary across European countries \[[@CR28], [@CR29]\]. In addition, the perception of parental practices varies across cultures, too \[[@CR30]\]. We expect the frequency of parental practices as well as their perception to influence agreement between child and parent reports and thus to be different in different countries. Therefore, using the dataset of the ENERGY cross-sectional survey, including eight European countries, this study aims i) to assess agreement between child and parent report of parental practices regarding EBRB across Europe and ii) to identify correlates of agreement.

Methods {#Sec2}
=======

Study population {#Sec3}
----------------

The EuropeaN Energy balance Research to prevent excessive weight Gain among Youth (ENERGY) project aimed to develop and evaluate a theory-informed and evidence based multi-component school-based and family involved intervention program (<http://www.projectenergy.eu>). \[[@CR31]\]. In 2010 a school-based, parent-involved cross sectional study was carried out as part of the ENERGY project in eight European countries: Belgium, Greece, Hungary, Netherlands, Norway, Slovenia, Spain and Switzerland \[[@CR32]\]. This cross-sectional study aimed to provide information regarding overweight, obesity and waist circumference in representative samples in these countries, as well as information regarding EBRBs and their personal, social and physical environmental correlates. A minimum sample of 1000 children aged 10 to 12 years per country and one parent for each child was required to detect a between country difference of 5% in obesity prevalence as statistically significant with a power of 90%. The sampling of schools was random, multi-staged and stratified by degree of urbanization \[[@CR32]\]. In total, 202 schools were recruited and 7915 children and 6463 parents/caregivers filled in a questionnaire. Response rates of the children were in general high (≥64%) except for Hungary (33%), Norway (45%) and Spain (43%) \[[@CR2]\]. The response rate of parents was also high (\>60%) except for the Netherlands (41%). The survey in Switzerland was conducted later than in other participating countries and its results have been published elsewhere \[[@CR33]\]. For the current analysis we excluded data from 38 caregivers other than mother or father who filled in the parental questionnaire, resulting in 6425 parent--child dyads.

The project adhered to the Helsinki Declaration and the conventions of the Council of Europe on human rights and biomedicine. Ethical clearance was obtained from the relevant ethical committees and ministries in all participating countries (a detailed list including names and affiliations is provided in Additional file [1](#MOESM1){ref-type="media"}: Table S5). In addition, research permission was obtained from local school authorities if necessary. Passive informed consent from the parents was allowed in the Netherlands \[[@CR32]\]. In all remaining countries parents were asked for written consent for their child's and their own participation.

Measurements {#Sec4}
------------

The selection of EBRBs and correlates assessed in the questionnaires was based on literature reviews and secondary data analyses conducted within ENERGY \[[@CR34], [@CR35]\]. Both child and parent questionnaires were developed using items from validated European and country-specific questionnaires and if needed new items were added. Once created, the questionnaires were translated back and forward into the language of each participating country and were pretested in small samples in all participating countries (available in all languages at <http://www.projectenergy.eu>).

### Parental practices {#Sec5}

Parental practices are defined as specific behaviours and factors related to behaviour management (e.g. limit setting, availability) and social cognitions (encouragement, norms) for the following EBRBs: soft drink consumption, fruit juice intake, having breakfast, physical activity/sports and watching TV (Additional file [2](#MOESM2){ref-type="media"}: Table S1). These practices include availability of products at home, accessibility to products by allowing the child to have them, encouraging the child to engage in certain behaviours and performing behaviours together. All parental practices were assessed by single items using a 5-point Likert scale except for availability of a television (TV) set in the child's own bedroom, which was a yes/no question. These items were informed by the Pro Children Questionnaire \[[@CR36]\] and the ENDORSE study questionnaire \[[@CR37]\]. Parental practices as reported in the child questionnaire showed in general good to excellent test-retest reliability (ICCs \> 0.60-1.00) while construct validity for most parental practices, however, was moderate to poor (ICCs \< 0.60, percentage agreement with interview \<60%) (Additional file [2](#MOESM2){ref-type="media"}: Table S1) \[[@CR38]\]. Similarly, the ENERGY-parent questionnaire showed a good to excellent test-retest reliability for parental practices while construct validity was moderate for four and poor for two out of thirteen parental practices (Additional file [2](#MOESM2){ref-type="media"}: Table S1) \[[@CR39]\].

### Potential correlates of agreement {#Sec6}

In each country body height, weight and waist circumference of the children were measured by two trained research assistants according to a standardized protocol \[[@CR32]\]. Their weight status was classified into underweight using cut-off values as defined by Cole et al. \[[@CR40]\], normal weight and overweight using IOTF standard definitions \[[@CR41]\]. Besides engagement in different EBRBs, i.e. soft drink and fruit juice consumption, having breakfast, taking part in physical activities/sports and watching TV, children were asked to report their date of birth, gender, the language they most often speak at home and with whom they were living with (parents, either mother or father only, or other adults). Parents reported who was filling in the questionnaire (mother or father), socio-demographic information, their weight and height, and the years of completed school education. Answer categories were: a) less than 7 years, b) 7--9 years, c) 10--11 years, d) 12--13 years and e) 14 years or more. Based on the distribution of the data, parental education was categorized as being high (at least one parent had more than 14 years of education) or low (both parents less than 14 years of education), which approximately distinguishes families with at least one caregiver who has completed medium or higher vocational, college or university training from other families \[[@CR2], [@CR42]\]. Finally, parents reported what they thought about the weight status of their child: normal, a bit or way too much or a bit or way too little.

Statistical analysis {#Sec7}
--------------------

Descriptive statistics were used to characterize parent--child dyads available for analysis. Factors from the child questionnaire that were associated with non-response of parents were identified using multilevel logistic regression including gender of the child, age and BMI, the living situation and whether the family spoke the national language at home, overall (level 1 country, level 2 schools) and for each country (level 1 schools) separately. To assess overall agreement between child and parent reports on parental practices we created an agreement score of all 14 practices ranging from 0 (no agreement at all) to 100 (agreement in all practices). An average agreement score was calculated for parent--child dyads that answered at least 10 out of 14 practices (6358 out of 6425; 99%). We calculated percentage agreement between child and parent report for each parental practice in total and for each of the participating countries separately. The established criteria for percentage agreement were "good to excellent" (≥75%), "moderate" (60%-74%) and "poor" (\<60%) \[[@CR38], [@CR39]\]. Country specific percentage agreement was explicitly mentioned in the text if agreement between countries differed by more than 10%, a cut off arbitrarily chosen, but roughly distinguishing relevant from small irrelevant differences, to facilitate reading of the large Table [1](#Tab1){ref-type="table"}. Furthermore we looked at the direction of disagreement (i.e. did children on average score higher or lower than parents) by calculating the mean difference in scores of parent and child reports. To report the size of disagreement we then calculated the root of the squared difference for each practice. In addition, we calculated weighted Cohen's kappa coefficients to assess the agreement between child and parent report. Weighted Cohen's kappa takes into account the degree of disagreement, i.e. that the disagreement is greater if categories are further apart (e.g. 'completely agree' vs. 'completely disagree' rather than 'completely agree vs. 'agree somewhat'). We assigned a linear set of weights. In case of items with 5 answer categories, this means that weights were 1, 0.75, 0.50, 0.25 and 0 when there is a difference of 0 (=total agreement) or 1, 2, 3, and 4 categories respectively. Cohen's kappa coefficients were defined as following: \<0.0 poor, 0.00-0.20 slight, 0.21- 0.40 fair, 0.41-0.60 moderate, 0.61-0.80 substantial and 0.81-1.00 almost perfect agreement \[[@CR43]\]. We repeated the agreement analysis recoding the 5 answer categories into a 3-point scale, i.e. always or often versus sometimes versus not often or never.Table 1**Agreement between child and parent report on parental practices regarding five different energy-balance related behaviours**BelgiumGreeceHungaryNetherlandsNorwaySloveniaSpainSwitzerlandTotalTotal (3-point scale)κ%\*Diff ^†^§κ%\*Diff ^†^§κ%\*Diff ^†^§κ%\*Diff ^†^§κ%\*Diff ^†^§κ%\*Diff ^†^§κ%\*Diff ^†^§κ%\*Diff ^†^§κ%\*Diff ^†^§κ%\***Parental practices***Soft drink consumption*"If I ask my parents for a fizzy drink of fruit squash, I get one"/"If my child asks for soft drinks, I will give it to him/her"0.3042.30.71^+^0.1540.80.79^+^0.1933.70.95^+^0.1539.10.81^+^0.1547.70.610.1934.60.890.1740.20.760.1635.50.81^+^0.2139.20.80^+^0.2346.0"I am allowed to take fizzy drinks or fruit squash whenever I want"/"My child is allowed to take soft drinks whenever (s)he wants"0.3635.50.94^+^0.1835.00.91^+^0.2027.91.22^+^0.1725.61.18^+^0.1836.40.88^+^0.2228.41.15^+^0.1833.40.92^+^0.1827.01.13^+^0.2431.71.03^+^0.2649.6"Are there usually fizzy drinks or fruit squash at your home?"/"There are soft drinks available at home for my child"0.2334.70.98^+^0.2234.60.94^+^0.2732.31.01^+^0.1630.61.05^+^0.1533.00.950.2234.00.99^-^0.2233.91.040.3238.40.86^+^0.2733.90.98^+^0.2947.8*Fruit juice consumption*"I am allowed to take fruit juices whenever I want"/"My child is allowed to take fruit juices whenever (s)he wants"0.2232.71.17^+^0.1635.01.010.1129.41.17^-^0.1526.11.18^+^0.2531.20.99^+^0.2036.51.020.1831.91.100.1924.11.37^+^0.1931.71.12^+^0.2050.7"Are there usually fruit juices in your home?"/"There are fruit juices available at home for my child"0.2739.20.82^-^0.2043.90.81^-^0.2034.90.950.2037.80.910.4344.60.670.2134.60.950.2543.50.82^-^0.3337.90.86^+^0.2839.70.850.2960.5*Having breakfast*"My parents encourage me to have breakfast"/"I encourage my child to have breakfast"0.0442.71.23^-^0.1043.00.99^-^0.1063.00.60^-^0.0228.11.75^-^0.0235.11.30^-^0.1254.90.83^-^0.0548.21.28^-^0.0228.41.48^-^0.0645.21.11^-^0.0663.8Are there usually breakfast products (e.g. milk, cereal, bread) at your home?"/"There are breakfast products (e.g. milk, cereal, bread) available at home for my child"-0.0171.10.34^-^0.1574.00.33^-^0.0973.00.34^-^0.0369.20.36^-^0.0371.40.32^-^0.0259.60.54^-^0.0180.60.22^+^0.0766.10.39^-^0.0670.90.36^-^0.0590.7"How often do you eat breakfast with your parents?"/"How often do you and/or your spouse/partner have breakfast together with your child?"0.4245.30.86^+^0.2434.21.06^+^0.2837.20.930.3044.60.82^-^0.3140.90.85^-^0.2741.70.90^+^0.2838.21.090.4147.10.81^-^0.3540.30.940.3550.0*Physical activity/sports*"My parents encourage me to be physically active/do sports"/"I encourage my child to take part in physical activity/sports"0.0844.00.92^-^0.1641.80.740.1758.60.57^+^0.0534.11.11^-^0.1144.70.82^-^0.1357.30.64^+^0.1046.20.81^-^0.0634.51.08^-^0.1246.80.800.0969.3"How often do you take part in physical activity/do sports with your parents?"/"How often do you and/or your spouse/partner participate in physical activity/sports together with your child (e.g. Play games outside, ride bikes, walk, play sports together)?"0.1328.90.810.1429.60.87^+^0.1126.80.99^+^0.1325.61.00^-^0.2031.90.76^-^0.1027.90.950.1423.30.96^+^0.0819.60.91^-^0.1427.10.900.1259.0*Watching TV*"My parents allow me to watch television whenever I want"/"My child is allowed to watch TV/video/dvd whenever (s)he wants"0.2228.31.11^+^0.1430.41.070.2026.51.23^+^0.2324.31.07^+^0.1125.71.12^-^0.1121.41.31^+^0.1125.41.110.2234.30.91^+^0.1726.81.13^+^0.1943.0"If I ask my parents to watch television, I can do so"/"If my child asks if (s)he is allowed to watch TV/video/dvd, I will allow it"0.1842.60.65^+^0.1738.50.760.1434.70.86^+^0.3250.40.550.2147.30.590.1639.70.74^+^0.1140.80.700.1444.80.640.2141.40.70^+^0.2352.2"Do you have a television in your own bedroom?"/"TV/video/DVD is available in my child"s room?"^ǁǁ^0.7789.80.7587.10.7085.00.7787.70.8089.80.6885.90.7978.80.7289.10.77^‡^86.30.7786.3"How often do you watch television with your parents?"/"How often do you (one parent/spouse/partner or both) watch television together with your child?"0.2628.91.09^+^0.2031.11.100.2426.31.15^+^0.2831.31.03^-^0.2037.60.87^-^0.2129.21.05^+^0.2427.41.13^-^0.2731.80.96^+^0.2530.21.060.2746.7*Abbreviations*: *κ* weighted Kappa statistics.\*Percentage of agreement between child and parent reports.^†^Mean of square root of squared difference between child and parent report.§Children score higher (+) or lower (-) than their parents, mean difference \> ± 0.1.^ǁǁ^Answer categories included Yes/No.^‡^Unweighted Kappa.

Factors associated with the agreement score were assessed using univariate multilevel linear regression for the combined dataset (level 1: country, level 2: school) as well as for each country separately (level 1: school). The assumption of normally distributed residuals was checked and met. Next, a multilevel linear regression was conducted including all factors that were found to be significantly associated with agreement in univariate analysis. Stata version 11 (StataCorp, College Station, TX, USA) was used for all analyses. P-value \< 0.05 was considered as statistically significant.

Results {#Sec8}
=======

Characteristics of the study population {#Sec9}
---------------------------------------

Table [2](#Tab2){ref-type="table"} presents the characteristic of the children and their parents. Of the children 23% were overweight or obese and 8% underweight. Country specific results are presented in supplemental tables. Table [2](#Tab2){ref-type="table"} also shows the results of the non-response analyse, showing that parents of boys, non-native speakers of the national language and parents who were single mothers or fathers and parents of children with higher BMI were more likely to be non-responders. Similar associations were observed across countries with a few exceptions that are shown in Additional file [3](#MOESM3){ref-type="media"}: Table S2.Table 2**Characteristics of parent--child dyads and factors associated with non-response of parent**ParticipantsNon-responders\*N%N%OR ^†^95% CI**Child - parent dyads**6′4251′452**Child**GenderGirls3′42353675471.00Boys3′00247777540.730.63-0.84Age (years)10 \< 111,41822226161.0011 \< 122,85945530370.960.78-1.1812 \< 131,93330523360.690.55-0.8513 \< 1420538160.400.27-0.58National lan-guage at homeNo4227182131.00Yes5′951931′199832.451.92-3.12Living withBoth parents5′335831′132781.00Mother or father5819186130.650.52-0.82Other adults46676550.900.66-1.22SiblingsNo98815176121.00Yes5′384841′203830.870.71-1.07Weight statusNormal4′3546895566n.a.Overweight^‡^1′4702329520Underweight^§^50681087**MeanSDMeanSD**BMI of childkg/m219.013.2918.993.380.970.95-0.99**ParentN%**GenderMother5′29782Father1′10717Education\< 14 years2′80044≥ 14 years3′56055**MeanSD**Age of parentyears41.345.20BMI of parentkg/m^2^24.504.25*Abbreviations*: *BMI* Body mass index, *CI* Confidence Interval, *OR* Odds ratio.\*Parents who did not return a questionnaire.^†^Multilevel (country, school) logistic regression analyses with response as outcome variable including all child characteristics listed (including BMI as a continuous variable).^‡^Using IOTF standard definition \[[@CR41]\].^§^Using cut-off value as defined by Cole et al., BMJ, 2007 \[[@CR40]\].Percentages do not always add up to 100% due to missing values and rounding.

Parental practices {#Sec10}
------------------

Considerable variation in parental practices was observed across countries (Additional file [4](#MOESM4){ref-type="media"}: Table S3). For example 47% of children in Greece reported to never or less than once a week have breakfast with their parents while this was true for 13% of children in the Netherlands. In Swiss children 11% reported that their parents would allow them to often or always watch TV if they asked for it as compared to 46% in Hungarian children. Dutch and Swiss children (40% and 41%, respectively) reported the lowest parental encouragement to be physically active or to do sports; Slovenian children the highest encouragement (83%). Children in Belgium and the Netherlands more often reported soft drinks to be available at home than children from other countries.

Overall agreement by country {#Sec11}
----------------------------

The mean total agreement score, i.e. including all parental practices, between child and parent reports was 43% (Standard deviation = 14; Figure [1](#Fig1){ref-type="fig"}). Mean total agreement score was similar in all countries ranging from 41% in the Netherlands to 45% in Norway and Spain.Figure 1**Average agreement score (%) between parent and child reports on parental practices, overall and by country.** An average agreement score was calculated for parent--child dyads that answered at least 10 out of 14 practices; using exact answers and recoded answers (i.e. the 5 answer categories were recoded into a 3-point scale, e.g. always or often versus sometimes versus not often or never).

Agreement by practice {#Sec12}
---------------------

Agreement between child and parent reports varied by parental practice.

### Co-participation {#Sec13}

In general, parental practices that included joint parent--child activities such as eating breakfast together (Kappa (κ) = 0.35;40%), engaging in physical activity or doing sports (κ = 0.14;27%) and watching TV (κ = 0.25;30%) yielded poorer agreement between child and parent reports than other practices (Table [1](#Tab1){ref-type="table"}). Mean differences using the 5-point Likert scale were 0.94, 0.90 and 1.06 points, respectively. There was no general trend of children or parents scoring higher. Agreement on having breakfast together ranged from fair (κ = 0.24;34%) in Greece to moderate in Belgium and Switzerland (κ = 0.42;45% and κ = 0.41;47%, respectively).

### Rules {#Sec14}

Slight to fair agreement was found for the parental practices allowing soft drink (κ = 0.24;32%) and fruit juice (κ = 0.19;32%) consumption to the child and allowing the child to watch TV (κ = 0.17;27%) whenever he/she wants. For all parental practices in this domain children scored in general higher than their parents, meaning that they reported more often to be allowed to have soft drinks, fruit juice and watch TV than the parents reported they allowed them to. Agreement in allowed watching TV varied from slight (κ =0.11,;21%) in Slovenia to fair (κ = 0.22,;34%) in Switzerland.

### Encouragement {#Sec15}

Average agreement on parental encouragement for having breakfast was slight (κ = 0.06;45%) and ranged from fair (κ = 0.02,;35%) in Norway to substantial (κ = 0.10;63%) in Hungary. In all countries, children reported less often than parents parental encouragement for having breakfast. Agreement on parental encouragement for taking part in physical activity was also slight (κ = 0.12;47%) and the direction of agreement varied across countries. Agreement on parental encouragement for physical activity was poorest in the Netherlands (κ = 0.05;34%) and best, but still slight, in Hungary (κ = 0.17;59%).

### Availability {#Sec16}

Agreement between parent and child on availability of products in their homes was slight regarding breakfast products (κ = 0.06;71%) and fair regarding soft drinks (κ = 0.27;34%) and fruit juice (κ = 0.28;40%). Compared to their parents, children more often reported soft drinks to be available at home. This was not the case for fruit juice availability.

Sensitivity analyses {#Sec17}
--------------------

Using the recoded 3-point scales resulted in higher agreement between parent and child responses. For all parental practices the mean total agreement score reached 60% (SD = 15) and was similar in all countries ranging from 58% in the Netherlands and Slovenia to 63% in Belgium (Figure [1](#Fig1){ref-type="fig"}). Furthermore, agreement between parent and child report was higher for joint sport activities (59%), and to some extent for having breakfast (50%) and watching TV (47%) together when using the recoded 3-point scale compared to when using the original 5-point scale (Table [1](#Tab1){ref-type="table"}).

Factors associated with agreement {#Sec18}
---------------------------------

In multilevel univariate analyses agreement was lower for boys, for younger children and for younger parents and parents with less years of education (Additional file [5](#MOESM5){ref-type="media"}: Table S4). In addition, agreement between child and parent report was lower for overweight children and for children whose parents perceived them to be either over- or underweight.

Our results indicate that agreement was significantly lower in boys (regression coefficient "b" = -1.84; 95% Confidence interval "CI" = -2.59 to -1.10; p-value \< 0.0001) (Table [3](#Tab3){ref-type="table"}). Further, agreement improved with increasing age of the child (b = 1.06; 95% CI -0.04 to 2.16 and 2.41; 95% CI 0.12 to 4.71 for age 12 and 13 years, respectively as compared to age 10 years; p-value = 0.013) and of the parent (b = 0.08 per year; 95% CI 0.00 to 0.15; p-value = 0.041). More than 14 years of parental education was associated with better agreement between child and parent reports as compared to fewer years of education (b = 2.08; 95% CI 1.28 to 2.88; p-value \< 0.0001). Lower agreement was observed for single parents as compared to two parent households (b = -1.31; 95% CI -2.62 to -0.00; p-value = 0.050). Parents with a higher self-reported BMI (b = -0.11 per kg/m^2^; 95% CI -0.20 to -0.02; p-value = 0.013) and parents who perceived their child to be underweight showed lower agreement scores (b = -1.11; 95% CI -2.28 to 0.07; p-value = 0.039). In general, the directions of these associations were observed in all countries, although not always statistically significant. In Belgium, parents who perceived their child to be overweight agreed more with their child on parental practices (b = 3.81; 95% CI 0.39 to 7.22; p-value = 0.029). The direction of this association varied across countries. Furthermore, speaking the national language at home increased agreement between children and parents in Belgium and Slovenia (b = 4.35; 95% CI -0.05 to 8.75; p-value = 0.052 and b = 4.28; 95% CI 0.38 to 8.18; p-value = 0.032, respectively).Table 3**Factors associated with agreement between child and parent report (agreement score), overall and by country**TotalBelgiumGreeceHungaryNetherlandsNorwaySloveniaSpainSwitzerlandb\*95% CIb ^†^95% CIb ^†^95% CIb ^†^95% CIb ^†^95% CIb ^†^95% CIb ^†^95% CIb†95%CIb†95% CI*Child characteristics*GenderBoy**-1.84-2.59-1.10**-2.03-4.200.13-1.78-3.690.12-1.22-3.210.76-0.77-3.632.09**-3.49-5.48-1.49**-1.30-3.260.66-1.77-3.710.16-1.70-4.260.86Age10 years11 years0.20-0.771.18-0.13-2.732.47-1.92-4.050.201.10-10.6912.88-0.63-4.573.30**0.681.712.36**1.44-0.793.681.16-1.113.43-1.97-5.161.2312 years1.06-0.042.16-0.38-3.402.640.43-2.363.231.17-10.5712.911.63-2.565.82**1.421.702.80**0.16-2.562.88**4.161.396.93**-0.08-3.673.5113 years**2.410.124.71**4.88-5.8215.57**15.022.1527.89**3.00-9.1315.13-2.37-15.8311.08**1.752.302.72**-14.30-35.196.591.94-14.4018.29-3.43-10.583.72Weight statusNormalOverweight-0.73-1.920.46-1.28-4.952.40-0.14-2.772.49-1.65-4.791.49-1.61-6.733.500.09-3.543.720.39-2.673.460.95-2.043.93-2.98-8.122.16Underweight0.06-1.431.540.94-2.694.580.49-5.156.132.24-1.505.993.12-1.808.03-3.02-7.010.97-0.09-3.993.82-2.31-7.122.510.77-3.495.03*Parental characteristics*Ageper year**0.080.000.15**0.14-0.100.370.09-0.090.26-0.01-0.200.190.24-0.080.560.13-0.070.330.06-0.150.260.12-0.100.350.02-0.220.25BMIper kg/m2**-0.11-0.20-0.02**-0.07-0.330.180.05-0.160.26-0.04-0.250.18**-0.36-0.66-0.06**-0.15-0.420.11**-0.31-0.55-0.07**-0.22-0.520.070.06-0.270.39Education\<14 yrs≥ 14 yrs**2.081.282.88**1.04-1.623.70**2.690.734.66**1.18-0.893.261.35-1.904.61**3.901.786.033.371.315.43**0.850.611.420.61-2.183.40EmploymentYes-0.37-1.450.710.44-3.484.37-1.40-3.851.05-0.13-2.872.613.11-0.556.76-0.48-4.593.62-0.14-3.903.62-2.42-4.910.071.88-1.224.97Perception of the child's weightNormalOverweight-0.12-1.311.07**3.810.397.22**0.29-2.332.90-0.96-4.132.213.41-1.288.11-2.39-6.301.53-1.97-5.011.08-2.812.782.512.78-2.147.70Underweight**-1.35-2.63-0.07**-1.46-5.222.300.43-3.264.12**-4.90-8.31-1.48**-3.05-7.991.89-3.14-6.690.41-0.59-3.982.81-0.41-3.632.812.03-2.176.23*Family characteristics*Native language at homeYes0.40-1.192.004.35-0.058.75-2.14-6.021.740.55-5.997.09-5.23-11.951.491.90-3.947.74**4.280.388.18**-5.57-12.311.170.00-3.203.19Living withBoth parentsMother or Father**-1.31-2.620.00**-0.64-4.653.38-2.39-5.961.18-0.40-3.382.57-2.68-7.171.811.53-1.844.91**-4.31-8.18-0.43**-2.41-6.611.800.04-3.763.84Other-1.22-2.670.22**-10.52-18.32-2.72**-1.28-4.151.60-2.07-5.281.13-12.23-38.6514.182.19-5.469.83-1.40-4.431.621.64-1.845.13-5.85-14.142.44*Abbreviations*: *CI* Confidence Interval, *BMI* Body mass index.Significant associations are highlighted in bold.

Discussion {#Sec19}
==========

The aim of the current study was to assess agreement between parent and child reports on specific parenting practices. We did not aim to decide on what perspective is most valid as no golden standard exists to assess parental practices. Based on the data of the ENERGY cross-sectional survey, we found poor agreement between child and parent reports on parental practices regarding dietary, physical activity and sedentary behaviours in eight European countries; ranging from 41% in the Netherlands to 45% in Norway and Spain. However, agreement varied substantially across different parental practices and was lowest for practices including joint child--parent activities, i.e. engaging jointly in physical activity (27%) and watching television together (30%), as well as for allowing taking soft drinks (32%), fruit juice (32%) or watching TV (27%). Overall agreement was poorer for boys, younger children, younger parents, parents with fewer years of education, single parents and parents with a higher BMI.

Agreement between child and parent report {#Sec20}
-----------------------------------------

In general we found that parents and children responded differently to questions assessing parenting practices. This disagreement may be explained by several factors.

Firstly, parents and children may have different perspectives on their relationship and behaviours \[[@CR5], [@CR10], [@CR21], [@CR27]\]. Despite differences in methodologies and questionnaires, considerable disagreement between parents and children has been reported before. A study by van Assema et al. \[[@CR27]\] reported low agreement for perceived availability and accessibility of snack, fruit and breakfast products. Barr-Anderson et al. found low levels of agreement between child and parent reports regarding family support for physical activity and parental limitations on child's TV use (ranging from 25%-42%) and good agreement (≈70%) if child and parent responses were allowed to differ by one point in the 4-point scale \[[@CR21]\]. These results suggest that future studies should take both perspectives into account.

A second explanation for the disagreement may be that parents are more likely to give socially desirable answers \[[@CR18]\]. However, we did not find that parents consistently reported more favourable scores. On the contrary Barr-Anderson et al. reported that in their study children perceived their parents to be more supportive than parents rated themselves suggesting that parents may have viewed their small actions of support (encouraging words, providing rides) as part of their parental duties \[[@CR21]\]. Similarly, joint child--parent activities may be perceived differently by children and parents. If social desirability was at stake we expect parents to report joint sports activities more frequent and watching TV together less frequent than their children. However, such a pattern was only observed in Switzerland. On the other hand, parents may also perceive watching TV together, i.e. social co-viewing, as a favourable behaviour as in this way they can better monitor what they children watch counteract undesirable effects of television programs and commercials \[[@CR44]\]. Likewise, we do not know whether children in this study more often reported being allowed to consume soft drinks or fruit juice and to watch TV than their parents due to different perceptions or rather due to socially desirable answers of their parents. Parents may be aware of potential unfavourable effects of excessive soft drink consumption and TV viewing and realize that they should limit these behaviours and therefore provide a desirable answer. Children, on the other hand, may have given more honest answers, resulting in disagreement with their parent's answer especially in children who drink more soft drinks and watch more TV.

Thirdly, a methodological explanation for low agreement, especially for some items, can be the low test-rest reliability and validity. Practices with low agreement i.e. engaging in physical activity or doing sports together, watching TV together, allowing the child to take soft drinks, fruit juices or watch TV also had lower test-retest reliability and validity (Additional file [2](#MOESM2){ref-type="media"}: Table S1) \[[@CR38], [@CR39]\], especially in the child questionnaire. A possible explanation is that these practices vary more on a daily basis and are thus less stable and clear. In addition, questions on joint parent--child activities as well as on availability of a TV in the bedroom were framed slightly different in the parental and child questionnaire, which may also partly explain the lower agreement found for these parental practices as compared to others. Another explanation may be the limitations in memory capacities and cognitive competencies in children \[[@CR18]--[@CR20]\].

Finally, the sensitivity analyses with the recoded 3-point score for the parenting practices showed that this recoding strongly influenced the agreement between child and parent reports and reached moderate levels (60%). We assessed this because many studies (including studies based on the ENERGY data) recode original 5-point scales into 3-point scales for methodological reasons (e.g. skewness, empty cells). These 5-catogory variables cannot be used as continuous variables in analyses and are usually recoded into a lower number of categories to make analyses and interpretation easier. As the majority of parents and children tended to choose the same answer category, remaining cells in a 5 × 5 table of parent and child scores on parental practices were left with very low numbers, resulting in low kappa values. Kappa is affected by the prevalence of the finding under consideration and very low values of kappa may not necessarily reflect low rates of overall agreement \[[@CR45]\]. Therefore we decided to present both, kappa values and percentage of agreement. This problem can be avoided by using two separate indexes of proportionate agreement: i.e. the observed proportion of positive agreement and the observed proportion of negative agreement. These two indexes are analogous to sensitivity and specificity for concordance in a diagnostic marker test \[[@CR46]\].

Correlates of agreement {#Sec21}
-----------------------

Our findings show that agreement increases with children's age. Cognitive competencies of children develop with age, i.e. the information process mechanisms that enable them to attend to, select, represent and act on information as well as working memory functions that support the mental representation of information \[[@CR19]\]. The lower agreement found for boys and their parents in our study might be explained by an earlier start of psychosocial maturation in girls compared to boys \[[@CR47]\]. A low capability of self-reflection and self-concept in adolescents have been associated with poor communication with their parents \[[@CR48]\]. Likewise, in two previous studies, girls agreed more with their parents on the availability of specific fruits at home \[[@CR49]\] and on the frequency of family meals than boys \[[@CR24]\]. It may also be that girls are more inclined to give socially desirable answers than boys and therefore their answers may be more in agreement with their parents \[[@CR50]\]. Agreement was higher in older parents. Older parents may have more routine as well as more clearly defined parental practices. In addition, the child who has older parents is more likely to have an older sibling who might remind him of the parental practices in their family. The observed higher agreement between parent and child reports with higher level of parental education corresponds to findings of previous studies on agreement between parent and child reports regarding parental practices \[[@CR26], [@CR51]\]. A higher BMI of parents was associated with lower agreement in our study. Parents with a higher BMI may use different parental practices and may be more prone to giving social desirable answers. In an observational study parents with a higher BMI applied more controlling feeding practices and maternal BMI was related to greater reported than observed restriction of their children's intake \[[@CR52]\]. A significant proportion of parents tend to underestimate their child's weight \[[@CR53]\] especially if children and parents themselves are overweight \[[@CR54]\], which might be partly explained by the parental desire to not be judged as a bad parent. However, more research is needed to understand the mechanisms of how parental perception of weight status in their child influences agreement between child and parent report on parental practices. Our data suggests the existence of underlying cultural factors, which we have not assessed.

Variation by country {#Sec22}
--------------------

Agreement between child and parent reports was similar across countries despite a large variation in parental practices. This indicates that such agreement is rather stable and robust, and influenced by other factors than cultural differences or country differences in parenting practices between the included countries. Similarly, in a study comparing parent-reported and adolescent self-reported problems in 25 societies found that parent-adolescent item agreement varied widely across dyads but mean dyadic agreement was modest in every society \[[@CR55]\].

Strengths {#Sec23}
---------

As part of the ENERGY project \[[@CR31]\] eight European countries participated in the cross-sectional survey \[[@CR32]\] resulting in a large dataset reflecting different cultures. This is important since parental practices and the perception of these practices are likely to vary between cultures \[[@CR30]\]. A set of variables potentially influencing agreement between child and parent reports, such as objectively assessed BMI of children and the parental perception of their child's weight status, were available for analysis. Test-retest reliability was good for both parent and child questionnaires and construct validity was good and moderate to good for most but parental practices items in the parent and child questionnaire, respectively \[[@CR38], [@CR39]\]. In general, response rates for children were high (above 80% in all countries). Response rates in parents were generally high as well, except in Belgium (62%) and the Netherlands (44%), which may have biased the results, especially because non-response was related to the child's BMI \[[@CR32]\].

Limitations {#Sec24}
-----------

Questions on joint parent--child activities (i.e. having breakfast, participating in physical activity/doing sports and watching television) were framed slightly different for children and parents in that children were asked to report on the frequency of these activities they did together with their parents while parents were asked to report the frequency that either both parents or one parent did together with their child. This may partly explain the lower agreement for these practices. Not all constructs could be compared between children and their parents. For instance, no direct corresponding question of whether the parents have rules for each of the five EBRBs (soft drink and fruit juice consumption, having breakfast, taking part in physical activities/doing sports and watching TV) was asked to the parents. Further, no corresponding question was asked to the child on whether the parents negotiate with them about the five EBRBs. Further, we could not compare whether parents gave soft drinks or fruit juices to the child as a reward or to comfort the child and whether parents would prohibit the child to take part in his or her physical activity/sports sessions as a punishment since it was only included in the parent questionnaire.

In this ENERGY sample very few parents with a low education, i.e. less than 7 years, were included. Therefore, our findings on agreement cannot be generalized to parents with less than 7 years of education and their children. Finally, country specific analyses often lacked power and results therefore did not reach statistical significance.

Implications and future research {#Sec25}
--------------------------------

Ideally, parental practices should be directly observed in parent -child interactions in their home environment, which of course is unfeasible in large samples due to many reasons including ethical concerns as well as financial and time constraints. A review of studies examining psychometric properties of available parental practice questionnaires would be useful in guiding the design of future questionnaires. Better understanding of the role of parental practices in weight and weight-related behaviours of their children is needed to improve obesity prevention programs. Qualitative research may contribute to understanding the mechanisms' that link parental practices to EBRB and weight status of children \[[@CR14]\] including parental perceptions of EBRBs of their children or the weight status of their child.

Conclusions {#Sec26}
===========

Overall agreement between child and parent reports on parental practices regarding EBRBs was low; with considerable variation across different parental practices. In particular, practices including joint child--parent activities were more often reported differently by child and parent without a clear tendency of either informant. Agreement was lower in less educated and more overweight parents, a subpopulation known to be at risk for raising overweight children. Because we found considerable disagreement we recommend including both parent and children's perceptions of parental practices in future studies and to take into account the factors that influence disagreement between parent and child perceptions.
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